We read with great interest the article by Ren et al. [1] on the enhanced recovery after surgery (ERAS) program in radical resection for colorectal cancer. The first point of the ERAS program (fast-track surgery) regards omitting mechanical bowel preparation and oral antibiotic administration. The most extensive reviews cited and the method followed in this article do not differentiate colonic and rectal resections [2] [3] [4] . In our opinion there is a significant difference in evaluating the usefulness or not of preoperative bowel preparation in these two different resections. This difference may represents a bias for a correct evaluation of the results without a separate analysis. Moreover, regarding rectal resections, the usefulness of bowel preparation depends on the surgical strategy employed, particularly if a derivative stoma is employed routinely or not. If a derivative stoma is used secondarily only in case of major anastomotic fistulas, as we do [5] , the clinical consequences of omitting preoperative bowel preparation may be more serious, with unjustified further risks to the patient. In other words, it is different in case of an early anastomotic fistula to have or not an empty colon and a previous antibiotic administration. We believe that the ERAS method, which offers undoubted advantages even in rectal resections, should be revised in bowel preparation if a primary derivative stoma is not used or selectively employed. Of course more data, obtained by prospective controlled trials, are needed to draw definitive conclusions on this important topic. 
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